U.S. Department of Justice Radiation Exposure Compensation Program
Civil Division “Interim” Onsite Participant Claim Form

Interim claim form for cases filed after enactment of the Radiation Exposure Compensation Act
Amendments of 2000 where an individual participated onsite in an atmospheric test of a nuclear device and

later developed a specified compensable disease. A claimant or persons seeking compensation on behalf
of a claimant (if claimant is deceased) may apply.

INSTRUCTIONS:
. Complete all Parts of the white “Interim” Onsite Participant Claim Form and all Parts (except Parts 4
and 7) of the attached blue “Onsite Participant” Form.
Contact the Radiation Exposure Compensation Program for additional help at 1-800-729-7327.

Part A This section replaces Part 4 of the blue “Onsite Participant” Form. Part A concerns
information about the SPECIFIED COMPENSABLE DISEASE that the claimant developed after onsite
participation in an atmospheric test of a nuclear device.

. Place a check next to the SPECIFIED COMPENSABLE DISEASE that the claimant developed.

. If the claimant did NOT become ill with one of the listed diseases, he or she is not eligible for
compensation.
leukemia, but NOT chronic lymphocytic leukemia primary cancer of the stomach
multiple myeloma primary cancer of the pharynx
lymphomas, other than Hodgkin’s disease primary cancer of the small intestine

primary cancer of the thyroid primary cancer of the pancreas
primary cancer of the female breast primary cancer of the male breast
primary cancer of the esophagus primary cancer of the bile ducts

primary cancer of the liver primary cancer of the gall bladder

: lung cancer ‘ primary cancer of the salivary gland -
primary cancer of the urinary bladder primary cancer of the brain
primary cancer of the colon primary cancer of the ovary

Part B This section replaces Part 7 of the blue “Onsite Participant” Form. Part B concemns :
PREVIOUS PAYMENTS OF MONEY in connection with the specified compensable disease for which
this claim is submitted under the Radiation Exposure Compensation Act Amendments of 2000.

. Answer the two questions below by circling the correct answer to each question.

. If you circled “YES”, please use a separate sheet of paper to identify the date, amount, and -
person or organization from whom EACH AND EVERY payment of money was received, and
explain the circumstances surrounding the payment.

Yes No  Have you or anyone else received any payment made pursuant to a final award or
settlement on a claim (other than a claim for workers’ compensation), against any person
that is based on the illness for which this claim is submitted?

Yes No  Have you or anyone else received any payment made by the Department of Veterans
Affairs that is based on the illness for which this claim is submitted? (Include disability
payments made to the person who became ill, Dependency and Indemnity Compensation
payments made due to the death from illness for which this claim is submitted. Do NOT
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include retirement pensions, medical and dental benefits, education benefits, loans and
other noncash benefits, vocational rehabilitation benefits, SGLI or VGLI or other life
insurance benefits, or burial benefits.)

Part C  Signature and Date.
I declare under penalty of perjury that the above information is true, correct, and complets to the best of -
my knowledge and belief.

Date,

Signature of Claimant or Person Filing on Behalf of Claimant
or Legal Guardian

Civil Penalty for Presenting Fraudulent Claim or Making False Statements or Using False Record
- The claimant shall forfeit and pay to the United States the sum of $10,000 plus treble the amount of
damages sustained by the United States. (See 31 U.S.C. § 3729).

Criminal Penalty for Presenting Fraudulent Claim or Making False Statements
Fine and imprisonment for not more than 5 years. (See 18 U.S.C. §§ 287, 1001).

You may file a claim by completing the white “Interim” Onsite Participant Claim Form and the attached
blue “Onsite Participant” Form (except Parts 4 and 7) and mailing them to:

Radiation Exposure Compensation Program
U.S. Department of Justice

P.O. Box 146

Ben Franklin Station

Washington, D.C. 20044-0146



OMB Approal No  MDS-O0S2

LS. Department of Justice . Radiation Exposure Compensation Program
Civil Division * ““Onsite Participant” Form .

Claim form for cases where a person participated onsite in an armospheric test of a nuclear device and
later developed a specified compensable disease listed in Part 4 of this form.

e Complete each of the 8 Parts of this form.

® Refer to the Blue Guidebook for help.

¢ Contact the Radiation Exposure Compensation Unit for additional help at
1-800-729-RECP. -

Part 1

. TkusteoncemsmfommuonabthOU 'I'HEPERSONFILINGMSCLAN
® Fill in the spaces below.
. Anachmongma]orcemﬁedcom of your birth certificate.
® If you are the Jegal guardian of the person eligible to file this claim, check bere [J and
‘ fill in the spaces below with information about the person on whose behalf you are fil-
ing. Fill'in the m!onnauon requestcdeaangardmg the name and address of the

Jegal guardian.

. First name " Middle name

Last name

Other names (e.g.. maiden, name change. ex.)

Mailing address

. Zip code

Residence address (if different from mailing address)

Social security number ' Date of Birth (month/day/year)




Place of birth (city, county, state)

® O Check here if you are a member of an Indian Tribe.
® Print the name of your Tribe and your census number here:

¢ If you are 2 member of an Indian Tribe, you do not need to provide the records re-
quested in this Part or in Parts 2 and 3 of this form at this time. We will contact the
leStansncsOfﬁccofymrTn‘bemdobmndwmsg:ymo:&bryw

Part 2

® This Part concerns information about the PERSON WHO BECAME ILL WITH A
SPECIFIED COMPENSABLE DISEASE.

e [J Check here if YOU —

THE PERSON FILING THIS CLAIM ~ ared:epmonwbo
became ill with a specified compensable disease. Go to- Part 3.

* @ If you are not the person who became ill, fill in the spaces below.

"mm became ill.

Middle name

® Atach an original or certified copy of the birth and death certificate of the person who

Last name

Other names (e.g., maiden, name

Date of Birth (month/day/year)

Date of Death (month/day/year)

Social security number

.Phee ofbirih (city, county, state)

Place of death (city, county, state)




. m&nconccmsmformanonabmnyauRELAHONsmexﬁxﬂtpmon)w
identified in Part 2 of this form as having a specified compensable disease
® Sclect the relationship that YOU - 'I'HEPERSONFIL!NG'!'}HSCLAN-M
- with the person who became ill with a specified compensable disease (the person
identified in Part 2 of this form):
SELF - go to Subpart (a)
SPOUSE - go to Subpart (b)
CHILD - go to Subpart (c)
PARENT - go to Subpart (d)
GRANDCHILD - go to Subpart ()
GRANDPARENT - go to Subpart (f)

@. [J Check here if YOU — THE PERSON FILING THIS CLAIM ~ are the person identified in
. Pant 2 who became ill with a specified compensable disease. Go to Part 4, now.
b. [J SPOUSE. Check here if you are filing this claim as the SPOUSE of the person identified in
Part 2 who became ill with a specified compensable disease. Please answer the following
questions. GotoPm4aﬂcryouhaveanswcredﬂ1escquestion&

B Bkdxpcrsomdcnﬂﬁedm!’mi’decuud"lf“NO"wumnotehgiblemﬁlems
claim. Please consult your Guidebook.

ﬁ BWcmywmmiedtothepersonidcnﬁﬁedin?anzformlcastoneywimmediamly
. prior to that person's death? If “NO", you are not eligible to file this claim. Please
consult your Guidebook. lf“YES"anachanongma]orccmﬁedcowofyou:m
riage certificate.

. [J CHILD. Check here if you are filing as a CHILD of the person idemified in Pant 2 who be-
' came ill with a specified compensable disease. Please answer the following questions. Go to
"Pant 4 after you have answered the questions.

B Blsﬁupcrsm:dcrmﬁedmhn2decdsed”lf“NO“ywmwdsgiblemﬁlethm
claim. Please consult your Guidebook.

B BWasﬂmeperson:dcnuﬁedemZmrmamed”lf“YES list the name of each
spouse, the date and place each marriage began and ended, and the date and place
of divorce or death of the last spouse of the person identified in Part 2. Anach an
original or certified copy of the marriage centificate and the death certificate or
divorce decree for each spouse of the person identified in Part 2.

" Use 2 separate sheet of paper if additional space is needed.
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H BmMamnualchﬂdof&xe‘personidenﬁﬁedinPAnZ?'

ﬁ BArcyoumadopwdchildofﬂwpersonidenﬁﬁedianZ?If”YES'lmchm
original or certified copy of the judicial decree of adoption.

E ESARywaﬂep-chﬂdwhoﬁvedMangulupamwhﬂdtdaﬁonshipwiﬂaﬂz'm
identified in Pant 27 If “YES", attach original or certified copies of records (e.g.,
school records) indicating that you lived with the person identified in Part 2 in a
regular parent-child relationship.

B Bmm::ryomernamml adopted, or step-children of the person ideatified in
Part 2 other than you? If “YES", list the name of each child, the date and place of
birth of each child, and the date and place of death or current address of each child.
Attach an original or certified copy of the death certificate for each deceased child.

+ Use a separate sheet of paper if additional space is needed.

d. [J PARENT. Check here if you are filing as the PARENT of the person identified in Part 2 who
became ill with a specified compensable disease. Please answer the following queéstions. Go to
Part 4 after you have answered these questions.

' E EﬁlsthepersonidcntiﬁedinPm2deceased?lf“NO",youmnoteligiblemﬁlcthis
claim. Please consult your Guidebook.

ﬁ Eﬂ%d&midenﬁﬁedinhanmmnied?lf"YES‘tliﬂthenmduch
- spouse, the date and place each marriage began and ended, and the date and place
of divorce or death of the last spouse of the person identified in Part 2. Anach an
original or certified copy of the marriage certificate and the death certificate or
divorce decree for each spouse of the person identified in Part 2.

Use a separate sheet of paper if additional space is needed.

ﬁ ﬁb:dmepemnndennﬁedemthmnamml adopted, or step-children? If
“YES", list the name of each child, the date and place of birth of each child (or
datcandplaoeofadopuon),mdthedatcandplaceofdcathofuchchi]dofthc
person identified in Part 2. Attach an original or certified copy of the certifi-

cate of each child.




Use & separate sheet of paper if additional space is needed.
E BAreymanamnlfamerlmodmofﬂcpmonidenﬁﬁedinhnﬁ

B BMywanadopuvcfaﬁmlnmherd‘mepmm)dcmﬁedmhn?lf“Yﬁs at-
tach an original or certified copy of the judicial decree of adoption.

B Eﬁmmeremyﬁvingnannloradopﬁvemnsofmepcnonidenﬁﬁedinhnz
other than you? If “YES", list the name and address of each parent. If “NO", list
the name, and date and place of death of each deceased parent. Attach an original
mdcemﬁedcopyofﬂwdeaﬁxeemﬁcamofeachdeoeasedpamm

€. [J GRANDCHILD. Check here if you are filing as a GRANDCHILD of the person who became
ill with a specified compensable disease. A member of the Radistion Exposure Compensation
Unnwmwnmymmpmdeassmmmbhsmngyaumlanonshmwuhﬁxpmonwho
had the specified compensable disease. :

f£f. 0 GRANDPARENT.Checkhereif)wmﬁlmgasaGRANDPARENTdapmonwhobe-
came ill with a specified compensable discase. A member of the Radiation Exposure Compen-
sation Unit will contact you to provide assistance in establishing your relationship with the
person who had the specified compensable disease.

——

o 1ot &

e This Part concerns 1niC e about the SPECIFIED CO IRTF DISEASE
that the person identified in Fal ejoped aftey articipation in an atmos-
pheric nuclear test.

¢ Place a check in the box nex PECTFIMINGQMPENSABLE DISEASE that
developed after onsiggiCipation in an atmospheric Tijjgar test.

£ the diseases listed
t your

o If the persg afied in Part 2 did NOT become ill with @
o Bllowing page, you are not eligible for compensation. Pleat™
Blidebook or contact the Radiation Exposure Compensation Unit.




"L ™z, but NOT chronic lymphocytic leukemia ] primary cancer of the stog

I multiple m} | O primary cgpeeesehe pharynx

[0 iymphomas, other than HOSMNig, dises " [lepRary cancer of the small intestine

[0 primary cancer of the thyroid [J primary cancer of the pancreas

[] primary cancer of the femalodue®® Ay primary cancer of the bile ducts

[J primary canggses#® esophagus [0 prim®wggpcer of the gall bladder
[0 primary cancer S liver

Part §

This Part concerns RECORDS which can prove that the person identified in Part 2

actually became ill with a specified compensable disease.

You must either (I) send us one of the records listed on the attachment to this form,

or (2) permit us to contact the appropriate state cancer or tumor registry to confirm

eligibility for you if the diagnosis of the disease occurred in one of the six states list-

ed below. '

Select the method you wish to use to prove that the person identified in Part 2 actual-

ly became ill with a specified compensable disease:

[] Check bere if you are submitting one of the records listed on the Medical
Records Antachment.

[ Check here if you want the Radiation Unit to contact the state cancer or tumor
registry indicated below. A

If the person who became ill with a specified compensable disease was diagnosed as

having that disease in any of the following states, please place a check in the box next

to the appropriate state:

[E:I'Aﬁm - gNechxico
[0 Newda O Wyoming -

If you placed a check next to one of these states, then you do not need to provide any
documentation to prove the existence of the specified compensable disease at this time. We
will contact the appropriate state agency for you if you check here [ and fill out and
return the Authorization to Release Medical and Other Information page attached to this
form. .
Answer the following question if primary cancer of the pancreas is the illness identi-
fied in Part 4.

B Bbidthcpersonwbobeameillwithpﬁmarymdthepumm

sume more than an average of 15 6-ounce portions of regular or decaffeinat-
ed coffee per day for twenty (20) years?



Part 6

° ThstanooncemsmfonnanonabomderNSITEmmaBAﬂONdd:pemn
ﬂennﬁedmhnzmobecnmmmduspeaﬁedcompemblem

For DoD and DoD Contractor Personnel:
Military service number:

Nmmd/mmnnberdmﬂmrymgamnnmmmnassxgmtmdbmwhdmadzmdﬁz
participation onsite:

If civilian, name of agency or company:

Name of site where participation occurred:
Dates of assignment onsite:

Rank and description of official duties, responsibilities, and activities while an onsite participant:

Useasc_:pamesheetofpaperifaddiﬁonalspaccisneeded.

ForAHZmdAECConﬂndorPemmdorPubﬁcBunhServhgmdvnDdensehﬁmndz
- Name or other identifying information associated with the individual’s organization, unit assignment or
- employer at the time of the participation onsite:

Name of site where participation occurred:
Dates of assignment onsite:

Description of official duties, responsibilities, and activities while an onsite participant:

‘Use a separate sheet of paper if additional space is needed.



Part 7

L 'lhlsPanconoemsPREVIOUSPAYMENTSOFMONEYm Nl the
specxﬁedcmnpensablcdxsnseforwhnchthxsclm:smbmxmd e Radiation

Exposure Compensation Act. -
Answerdneqummbcloprhcmgad)eckmdw Xt to the correct answer

g each question. A

it
ﬁ [ = you or anyone else received i j¥vment of money pursuant to final award or
, e tonaclum(other v, and health insurance) against any person-(in-
poration) thaxd@®sed on the iliness for which this claim is submitted?

B e

mcmthans

ty pe
lnd

received any payment of money from the Federal Govern-
be illness for which this claim is submitted? (Include disabili-
- on who became ill, Social Security and Dependency
inity Compensaffi@aavments made due to death from iliness for which

gim is submitted. Do jgclude retirement pensions, medical and dental

efits, education benefits, loans Sigie noncash benefits, vocational rehabilita-
tion benefits, SGLI or VGLI or other ¥ ce benefits, or burial benefits.)

2d “YES", please use a separate sheet of paper to J® the date, amount, and person or
fon from whom EACH AND EVERY payment of money wa ived, and explain the circum-
’®s surrounding the payment.

Part 8
Hayeymhimdm'auomcywnpmemwaormwmoseofﬁlmmisclgim?cwckmc:

5 0

NOTE: You are not required to hire an-sttomey to file this claim. If you do wish t be representsd by an
artorney, you are responsible for making arrangements for that attorney to be paid.
If “YES", plcasemdxcatcywrmomeysmme,addms,mdpboncmnnberhac

First name . ) Middle name

age to U

If youg

Last name

Firm name




Mailing address

Zip code

thm@bm(dw) Phone number (evening)

Y@mmmamwuwﬁmmCMmUnhmifymwhdﬂnk
qualified as provided in the regulations and authorized to represent you in this matter. :
I swear (or affirm) under penalty of perjury that the information in this claim is true, correct, and tcom-
plete o the best of my knowledge and belief. :

Signature of the person identified in Part 1 or Legal Guardian ' Date

First name of legal guardian (if applicable) Middle name
Last name
Mailing address
]
=
mmr(d-y) © Phove number (cvening)

Gﬂ&nﬂtyforhsenﬁngfhudﬂmtﬂahanﬂdnghbeShtunehbuUdnthkeRword
The claimant shall forfeit and pay to the United States the sum of $10,000 plus treble the amount of

damages sustained by the United States. (See 31 U.S.C. 3729).

Criminal Penalty for Presenting Fraudulent Claim or Making Fualse Statements
Fine and imprisonment for not more than 5 years. (See 18 U.S.C. 287, 1001)

You may file this form by mailing it to:
U.S. Department of Justice
PO. Box M6 :
Ben Franklin Station
Washington, D.C. 20044-0146



Privacy Act
The authority for the collection of this information is the Radiation Exposure Compensation Act of 1990, 42 US.C.A. § 2210 note (West

Supp. 199]). The information you provide will be used 1o verify your identity, 10 verify your eligibility, and 1 verify any previous paymenss
Mmmwnhﬁtmbkdmywdeunﬁcdmhn4dmdmm Some or all of 3

:§'
i

Reporting Burden .

WWWMMMJWBMnWBMpmm!&mhm
instructions, searching existing dsta sources, gathering and maintsining the dsta needed, and completing and jon of
formation. Send comments regarding this burden estimate or any other aspect of this collection of information, including suggestions for
reducing this burden 10: Radiation Exposure Compensation Program, U.S. Department of Justice, PO. Box M6, Ben Frankiin Sution,
;‘ncﬂwm DC. mmnumdwmwmmdwm&mw

%
|



UsS. Department of Justice Authorization to Release Medical and
Civil Division | Other Information

To: . Arizona Tumor Registry
Colorado Cancer Registry
Wyoming Tumor Registry
New Mexico Tumor Registry
Nevada Statewide Cancer Registry
Utah Cancer Registry

I hereby auﬂwnumcmleseofmymdannwdmlmdoﬂmmfomnmmmposmm,mmdy
‘and control to a representative of the Radiation Exposure Compensation Unit (RECU), Department. of

- Justice, relating o the individual whose name appears on line 1 of this form. This authorization specifs-
cally includes the release of abstracts or summaries created or stored by one of the state agencies listed
above as a result of its review of the medical and hospital records, physician notes, and lab reports’ about
this individual. This data is required 1o determine eligibility for compensation under the Radiation Ex-
posure Compensation Act, 42 U.S.C.A. § 2210.

1. Name of the individual whose records are to be released.

ZSocm]SecumyNumberofthemdmdual 3. Birth date of the individual whose records are
whoserecordsmtoberelcased . to be released.
Moneh De T Ve

3. Name of the individual requesting release of information (if different from the individual
listed on line 1).

‘4. Social Security Number (if different from the individual listed on Line 1).

5. Relationship to the individual listed on line 1.

Signature Dus
Return this Authorization with the claim form to:

Radiation Exposure Compensation Program

U.S. Department of Justice

PO. Box M6

Ben Franklin Station
Washington, D.C. 20044-046



US. Department o
ot Do 1 e Medical Records Attachment

VISIon .
“
&mnmmm:m»mmsamcmm.mwwmumm
peasable diseases and the records which we will accept as proof that the person who became ill actually
had the specified compensable discase. .

Tear off this Atachment and take it to the doctor or hospital holding the records of the person who
became ill with one of the specified compenssble diseases listed below.

SwmkﬁmmﬂrdmmhmpiMM&Mmgiw)woﬁghﬂorwﬂﬂedwplsdm
ormomoftherecofdslistedbelow.Seleaﬂnmord(s)conniningndiagnosisddndhuse,ifpossible.
Odwnvisc.undﬂnmodsﬁswdbalow&mmlmﬂabk.&nﬂnhdhﬁmumﬂ'ywm:qm-
tion: 1-800-729-RECP. ' ,

Hﬂnpemnwhommhﬁpﬁmmofﬂzmmmdx,phmm
orliwr.youmustalsoobtainﬂ:eoﬁgimlorce:ﬁﬁedeopiesofdaemedimlrecor&lismdinhngmphB
on the last page of this Anachment. : :

() Multiple myeloma: ‘
a. Pathology report of tissue biopsy

ii. hospital discharge summary report

iii. hematology summary or consultation report

iv. oncology summary or consultation report

. V. X-ray report : ‘
e. Death centificate, provided that it is signed by a physician at the time of death.

) Lymphomas:
- 'a. Pathology report of tissue biopsy

b. Autopsy report .

. One of the following summary medical reports
u.hospm]dxsclmgennnmrym
iii. hematology summary or consultation report
iv. oncology summary or consultation report :

d. Death cerntificate, provided that it is signed by a physician at the time of death.

() Primary Cancer of the Thyroid '
a. Pathology report of tissue biopsy or fine needle aspirate
b. Autopsy report | i
¢. One of the following summary medical reports
i. physician summary report
ii. hospital discharge summary report
iii. operative report .
iv. oncology summary or consultation report
d. Death certificate, provided that it is signed by a physician at the time of death.

1



(4) Primary Cancer of the Female Breast:
a. Pathology report of tissue biopsy or surgical resection

b.
€. One of the following summary medical reports
ili. operative report
- iv. oncology summary or consultation report
v. radiotherapy summary or consultation report
d. Report of mammogram
e. Report of bone scan
f. Death certificate, provided that it is signed by a physician at the time of death.

(5) Primary Cancer of the Esophagus:
a. Pathologymponofussuebnopsyormrgmlmecnon .

v. oncology summary or consultation report
e. Oncofd:efollomngndnologm]smdm

i. esophagram

ii. barium swallow

iii. upper gastrointestinal (GI) series

iv. computerized tomography (CT) scan

v. magnetic resonance imaging (MRI)
" f. Death certificate, provided that it is signed by a pbysncnnnﬂ:emddwh.

. . (6) Primary Cancer of the Stomach:

a. Pathology report of tissue biopsy or surgical resection



f. Death certificate, provided that it is signed by a physician at the time of death.

vi. operative report
e. Report of one of the following radiological studies:
i. laryngograms
ii.mmogmmssofttissuelamnlndiogmphs
iii. computerized tomography (CT) scan
iv. magnetic resonance imaging (MRI)
f. Death certificate, provided that it is signed by a physician at the time of death.

(8 Primary Cancer of the Small Intestine:
. Pathology report of tissue biopsy
. Autopsy report
Endosoopynpon.pmwdedmemmmnmmmdmeduodenmmdpmsdth&
Jejunum
d. Colonoscopy report, prmndedmeexammanonmmdmedxmlﬂm
e.Oncofd)efollawmgmedmlmpom

" 1. physician summary report

ii. hospital discharge summary report

m mponofgammologymmmuon

(I - o

vnd:od\empyammnympm
_ vi. oncology summary or consultation report -

f.Repond‘meofﬁaefollawmgndnolog:cmdnes .

- i. upper gastrointestinal (GI) series with small bowe! follow through

ii. angiography

fii. computerized tomography (CT) scan

rvmagmucruonamemmgmg(MRI)

g Death centificate, provided that it is signed by a physician at the time of death.

(®) Primary Cancer of the Pancreas: .
a. Paﬂ!ologymponofussuetmpsyorﬁneneedlespxm
b. Autopsy report
¢. One of the following medical reports:
i. physician summary repon
fi. hospital discharge summary report
' 3



iii. radiotherapy summary report
. iv. oncology summary report
d. Report of one of the following radiographic studies: :
i. endoscopic. retrograde cholangiopancreatography (ERCP)

ii. upper gastrointestinal (GI) series

iii. arteriography of the pancreas

iv. ultrasonography

V. computerized wmogmphy (CT) scan

vi. magnetic resonance imaging (MRI)
¢. Death cenificate, pmdedthatnzssxgmdwaphysxcnnnthemddaﬂi.

m) Primary Cancer of the Bile Duct:
a. Pathology of tissue biopsy or surgical resection
b. Autopsy report
¢. One of the following summary medical reports
i. physician summary report .
ii. hospita! discharpe summary report
iii. operative report :
iv.- gastroenterology consultation report
v. oncology summary or consultation report
d. Report of one of the following radiographic studies:
i. ulasonography
ii. endoscopic retrograde cholangiography
iii. percutaneous cholangiography
iv. computerized tomography (CT) scan .
¢. Death certificate, pmdedmatnnsngrwdbyaphysxcnnatmenmeddam.

(1) Primary Cancer of the Gall Bladder:
a. Pathology report of tissue from surgical resection
b. Autopsy reporn :
¢. One of the following radiological studies
" i. computerized tomography (CT) scan
ii. magnetic resonance imaging (MRI)
iii. ulrasonography
d. One of the following summary medical reports
-i. physician summary report '
iii. operative report
iv. radiotherapy report
v. oncology summary or consultation report
¢. Death centificate, provided that it is signed by a physician at the time of death.

(12) Primary Cancer of the Liver:
a. Pathology report of tissue biopsy or surgical resection
b. Autopsy report
c One of the following summary medical reports
' 1physxcnanmnum:yrepon :
ii. hospital discharge summary report
iii.” oncology summary report

4




. iv. operative report
v. gastroenterology report’
d. One of the following radiological studies
i. computerized tomography (CT) scan
ii. magnetic resonance imaging (MRI)
e. Death certificate, provided that it is signed by a physician at the time of death.

(3) Leukemia (other than chronic lymphocytic leukemis):
a. Bone marrow biopsy or aspirate report
b. Peripheral white blood cell differential count report
c.Amogsyrepon
d. Hospital discharge summary ‘
¢. Physician summary
f. Death certificate, provided that it is signed by a physician at the time of death.

B. If the person who became ill had primary cancer of the esophagus, stomach, pharynx, pancress,
. or liver, you must also submit original or certified copies of all medical records listed below that were
created 6 months before, or 6 months after, the date the person who became ill was diagnosed with the
specified compensable disease. :

(1) all history and physical examination reports

(2) all operative reports

(3) all pathology reports .

(4) all physician or hospital discharge summaries.

_* U.S. G.P.0.:1992-312-344:60123 5



